Introduction
As sexual transmission is the most common route of spread for human immunodeficiency virus (HIV) studies of sexual behaviour have become an important means of understanding the conditions for spread.'2 Knowledge on this subject is a prerequisite for interventions to achieve behavioural changes. With the "sexual revolution" of the 1960s, the increased access to contraception, as well as other socioeconomic factors, the age for engaging in sexual activities has lowered in many industrialised countries.'4 It is therefore a responsibility of the utmost importance to help young sexually active people to develop a sexual behaviour with minimal risks. With this objective many community-based HIVcampaigns have concentrated on the youth population.
The aim with this investigation was to study the knowledge and experience of sexuality, contraception and sexually transmitted diseases (STD) among sexually active adolescents in Sweden three years after the start of the HIV information programmes to assess needs to be satisfied in future prevention programmes.
Background data Sweden is an industrialised developed country with a population of 8.5 million. Around 9% of the population are teenagers. 5 Schooling for children and young adults consists of the nine year compulsory school and voluntary upper secondary school. These are both comprehensive schools designed to accommodate all members of the rising generation. Ninety percent of all pupils continue to an upper secondary school; half in theoretical lines for three or four years and half in vocationally oriented lines for two years. Furthermore, municipal authorities have a follow-up responsibility till the age of 18 years for those having no regular education after compulsory school and no permanent employment. This "youth guarantee" aims at channelling young persons into further education or finding them jobs as soon as possible. 6 Swedish society has for more than three decades tried to meet the needs among young people for education and counselling in matters on sexuality. Seventeen percent of the visitors were still at compulsory school. Seventy-five percent of them intended to continue in upper secondary school. In total 40% were at or had plans for a theoretical line ofupper secondary school, 28% for a vocationally oriented line, while 28% of the investigated persons were or had plans to start working. Three percent were involved in the "youth guarantee" or unemployed.
The answers to two open questions on the best way to protect oneself from STDs and unwanted pregnancies, respectively, are shown in tables 1 and 2. Almost everybody was aware herpes and lice. Ten percent of those with STD experience had had more than one disease. The number of stated lifetime sexual partners is presented in fig 3. The mean number of partners for all answering subjects was 3-7 (median 3, range 1-75). A lack of sincerity could be suspected among those stating a very high number ofpartners. Ninety-seven percent of answering persons had had between 1 and 12 partners. The mean number ofpartners for this group was 3-2.
The investigated persons were asked to give the most important reason for visit at the youth clinic. Fifty Among off-spring to immigrants condom use at first coitus was significantly less common (p < 0-001) as compared with ethnic Swedes, while "no method" was more common at both first and most recent coitus (p < 0O001). Experience of oral contraceptive use was also less common (p < 0-001) while pregnancies were more common (p < 0-001 When interpreting the results it should be born in mind that the material is heavily biased towards young women. Youth clinic visitors might be more health conscious than nonattenders. Hence it is not appropriate to apply our findings to all young Swedes.
Housing patterns and proportion of immigrants were the same among the investigated youth clinic visitors as in the Swedish general population in this age group.5 However, a higher proportion of the investigated youths than expected was or had plans to start working. As there is a correlation between parents' occupations and their children's educational choices this indicates that working class youths are overrepresented among youth clinic visitors." Knowledge The young persons' knowledge on condom use for STD protection was very good. As the investigated youths recognised most STDs as sexually transmissible one can presume that the sexual education within the school system and by other community-based authorities like the youth clinics have helped in making the condom method appreciated as protection for all STDs. In a study by Andersson-Ellstrom and Forssman'2 of 18 to 19 year old school pupils the teaching at school was found an essential source for STD information; a third of the pupils mentioned school as the best source. Condom use also has been intensely advocated in the HIV campaigns. This has increased the awareness of the method as has the active distribution of condoms to young people through school-nurses, youth clinics and by mailings.'0 The good knowledge both of different STDs and the condom method as a means for STD-protection implies a more positive attitude towards condom use than would be the case if the condom was considered only for HIV-protection.
When relating the investigated persons' thoughts on prevalences of STDs among young people to the reported experiences, the estimates on gonorrhea were too high and those on genital warts too low. Gonorrhea used to be a prevalent disease and it is therefore a well known entity whereas genital warts that are much more prevalent today are not as well known. An increase in knowledge on genital warts has been observed among Swedish pupils during the last years.'2 Our data indicate that further elaboration of school-education of condylomas and hepatitis B would be of relevance.
The visitors' knowledge on contraceptive methods was also good. The "best" method chosen reflects the mixed opinions among individual counsellors and peers but still reveals a substantial knowledge in the field. Forty-six percent included the condom method in their choice. This finding also reflects a positive attitude to the condom.
Experiences
Ninety-three percent of investigated persons had had intercourse. This is natural, as the youth clinics attracts sexually active adoles-cents. That also explains the low age at first coitus (15 years could be a useful strategy to decrease risk behaviour. When the material was stratified according to educational situation and intentions reflecting social classes a risk group among the adolescents was defined. The investigated persons involved with the "youth guarantee" (group D) who had quit school after the compulsory years and not found any jobs were more prone not to use contraception, less prone to practice the condom method at every coitus and also had more experience of STDs, pregnancies and childbirth. Though they had the same level of knowledge about STD and pregnancy protection they were not able to handle the methods in practice as well as young people with educational ambitions. Intensive intervention programmes for this special risk group should be of high priority.
Different cultural settings were also found to influence the behaviour and experiences which was demonstrated by the results among offspring to immigrants. Special educational efforts by tutors familiar with the different cultures would be pertinent.
Sweden is a large country but no differences could be found between youths from different regions or in urban or rural areas. This is a reflection of the well developed information channels and communications in modem society. 
Conclusions

